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G 000 INITIAL COMMENTS G 000

 This visit was a federal Home Health 

recertification survey.  

Survey Date:  8/7/12 to 8/10/12

Facility #:  012154

Surveyor:  Tonya Tucker, RN, PHNS

Census:  10

Maxim Healthcare Services Inc was found to be 

in compliance with the conditions of participation 

42 CFR Part 484.

Quality Review: Joyce Elder, MSN, BSN, RN

August 14, 2012
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